Une traduction en français de ce résumé figure à la fin de l'article. Al final del artículo se facilita una traducción al español. ‫اﻟﺘﺮﺟﻤﺔ‬ ‫اﻟﻌﺮﺑﻴﺔ‬ ‫ﻟەذە‬ ‫اﻟﺨﻼﺻﺔ‬ ‫ﻓﻲ‬ ‫ﻧەاﻳﺔ‬ ‫اﻟﻨﺺ‬ ‫اﻟﻜﺎﻣﻞ‬ ‫ﻟەذە‬ ‫.اﻟﻤﻘﺎﻟﺔ‬ Problem: To achieve the Millennium Development Goals it is necessary to set up low-cost, real-time monitoring systems which can provide feedback to managers and policymakers in a timely fashion. The gold-standard approach for monitoring nutritional situation is to conduct household surveys. However, they are costly, time consuming and do not furnish information about smaller disaggregated units.
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Page 2 of 11 To achieve the Millennium Development Goals (MDG) it is necessary to set up low-cost, real-time monitoring systems of nutritional status which can provide feedback to managers and policymakers in a timely fashion. This is especially important for monitoring progress of two MDGs: halving the number of people who suffer from hunger (for which a key indicator is the prevalence of underweight children) and reducing by two-thirds the mortality rate of children under five years of age. The gold-standard approach for monitoring nutritional situation is to collect anthropometric data (height and weight) during household surveys.
1 However, this is limited by several factors including time and financial constraints.
The option adopted by most international and bilateral organizations is to include nutrition objectives in two types of surveys: the Demographic and Health Surveys (DHS), sponsored by the United States Agency for International Development (USAID), 2 and the Multiple Indicators Cluster Surveys (MICS), promoted by the United Nations Children's Fund (UNICEF). 3 Both adhere to high standards of data quality, but are costly, time consuming, only conducted every 5 or 10 years and do not furnish information about smaller disaggregated units, such as states or provinces.
In 1988, the WHO Resolution to eradicate polio globally by the year 2000 led to several delivery strategies, including reinforcement of existing initiatives such as National
Immunization Days (NIDs) and sub-national immunization days (SNIDs). 4 The importance of these approaches recently gained recognition for being a strategic way to achieve the highest possible coverage in the shortest possible time.
5
Earlier NID experiences in Cuba and the Czech Republic proved the effectiveness of this approach, but it was only with their deployment in Brazil in the 1980s that their role in eradicating the polio virus from a broad geographical area was recognized. 6 Brazil also pioneered integrating vitamin A supplementation into NIDs in 1983. 7 Innovative but sparse initiatives throughout the 1990s experimented with incorporation of anthropometric data collection. [8] [9] [10] NIDs are gaining momentum worldwide: in 1998 they were adopted in 89 It is necessary to provide some background to the decision-making processes which were randomly selected as secondary sampling units.
In each post, children were systematically selected from the queue. This resulted in a strict probability sample. State teams spent three days in each selected municipality recruiting and training local teams of ten people (five per vaccination post).
While visiting the municipalities, the training team checked and calibrated anthropometric equipment in local health facilities. Whenever necessary, municipal authorities were requested to replace faulty weighing scales. The MoH procured 560 wooden infantometers and an equal number of Seca stadiometers, which were later transferred to municipal health services.
Data collection took place on NIDs, from 08:00 to 17:00, when vaccination procedures were carried out. NIDs are always held on Saturdays. Children were selected as they waited in line for vaccination, with informed consent sought from the caregiver. After immunization, the anthropometric examination was conducted and the caregiver interviewed. The two-page questionnaire was kept as short as possible, collecting information about years of schooling of both parents; access to basic goods and public services; access to social benefits; breastfeeding; growth monitoring; occurrence of common childhood diseases; compliance with prenatal care. Each child's weight and length/height was measured twice, according to WHO recommendations, and recorded in the questionnaire. 1 Weight was also marked on the child's health card and explained to the mother. There was a team of five HND workers at each vaccination post: two dealt with anthropometry, two interviewed and the fifth coordinated the line and the flow of mothers and children. Both procedures (anthropometry and interview) lasted about 15 minutes.
Questionnaires were coded by trained nutrition students and 30% were doublechecked by supervisors. They were then scanned and data were entered. Range and An important methodological concern with obtaining data through HNDs is the possibility of selection bias because respondents are only those who attend vaccination posts.
In Brazil, vaccination coverage during NIDs is very high indeed; in August 2005 the estimated polio vaccine coverage was well over 95% of all children under five, thus reducing the likelihood of selection bias. In the last DHS carried out in Brazil in 1996, children who were not fully vaccinated presented undernutrition rates three times higher than those who were vaccinated. In a simulation exercise, we applied this relative risk to estimate population-based prevalence of undernutrition. With this correction, the prevalence estimates shown would increase by 0.7 percent or less. The high coverage of the survey enabled incorporation of sample weights into the database to make inferences about the studied populations. Table 2 shows, as a comparison, data obtained by household surveys (PNAD 2005) held by the National Institute of Statistics (IBGE). Even though families sampled during the HND in the semi-arid region were concentrated in the lowest socioeconomic classes, 13 they had adequate access to electricity (95.4%) and reasonable access to water supply (76.3%). There are three main advantages for using HND surveys.
• In countries where the cost of MICS or DHS disaggregated samples are prohibitive, HND can provide such disaggregated data.
• There is a large involvement of local health officials in collecting data for an HND and this generates wide interest in the results as well as commitment to act upon their results, while this is usually minimal or non-existent in large, centrally-planned and implemented surveys.
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• DHS and MICS surveys are important tools to ministries of health, whereas data generated by HNDs are essential to the local level health authorities. It is not proposed that HNDs should replace MICS or DHS, but that, due to their low cost, they should be carried out frequently to provide local information.
DHS and MICS results, when these are carried out, can be compared to HND findings to check the validity of the latter, as was done with the PNAD results.
As a general policy of the Ministry of Social Development and the Fight Against
Hunger, databases generated by HNDs are made available to the public via the Social Information Consortium. 19 A similar strategy is adopted by the DHS programme. 2 Regarding MICS, countries are encouraged to sign a Memorandum of Understanding, which emphasizes that databases will be available to the general public after publication of the main report. 
